The use of simulation is gaining momentum in nurse education across the UK. The Nursing and Midwifery Council is currently investigating the use of simulation in pre-registration nursing. This article gives a brief history of simulation, discusses competence issues and why simulation is best placed to teach nurses in today's health service. An innovative approach to implementing simulation into the nursing curriculum is introduced.
T he challenges facing nurse education in the 21st century are numerous. Universities that offer nursing and midwifery are faced with increased intakes, decreased clinical placements and a shortage of patient availability. Student nurses and midwives are competing with other learners in the workplace (e.g. medical students and anaesthetic practitioners) to gain the essential knowledge and skills to become a registered practitioner. The Nursing and Midwifery Council (NMC) recently reviewed if students are fit for practice at the point of registration (NMC, 2005) . Concerns have been raised regarding the variation in competence in such areas as communication, medicine administration and decision making.
Following this review and acting on feedback from students, practitioners and lecturers, support for the use of simulation has grown to assist pre-registration students to consolidate their learning. In March 2006, the NMC asked for expressions of interest from Higher Education Institutions (HEIs) to investigate the use of simulation. The programme, Simulation and Practice Learning Poject for Pre-Registration Nursing Programmes, will be piloted at 13 universities over a three-month period and they will report their findings to the NMC in early January 2007 (NMC, 2006 Simulation has been gaining momentum in education for the last 40 years. The first simulators were computer based and were used by industry (e.g. aircraft and the military). Mrs Chase™, the first simulator to teach physical assessment to student nurses in the UK, was introduced in the 1950s (Peteani, 2004) . Harvey™ was introduced in the late 1960s to allow medical students to determine heart and lung sounds and is still in use today (Peteani, 2004) . The first simulator for anaesthesia was invented in 1969 (Sim-One™) to allow endotracheal intubation to be practised (Peteani, 2004) . From the 1960s onwards advances have been made in simulator technology as surgeons and doctors from anaesthesia and emergency medicine have used simulators to practise skills and techniques (Bradley and Postlethwaite, 2003) . The use of simulators in nursing has been growing from the 1980s onwards (Rystedt and Lindstrom, 2001 ).
Simulation and competence
Simulation allows multiple learning objectives to be taught in a realistic clinical environment without harming patients. Students are exposed to a realistic situation that could be community or hospital based and will need to combine their assessment and clinical decision-making skills with communication, teamwork and management to care for the simulated patient(s). Following the simulation, the learners are able to reflect on their performances with a facilitator. By discussing their areas of strength and development in line with current evidence, they can begin to improve their competence, and ultimately, confidence. This learning can be consolidated back into practice. This definition of competence as suggested by Miller (1990) in relation to simulation is demonstrated in Figure 1 .
Why simulation?
Teaching using simulation needs to occur in a realistic environment so that when the learners return to the workplace, they can easily apply what is learned. The landmark experiment that is used by simulation teachers occurred in 1975 with divers in the Royal Navy. Godden and Baddeley (1975) illustrated that divers who had memorized information under water were better able to reproduce the information than those who had memorized reality and interact with the simulator as though it was a real patient. Social interaction in learning is seen as crucial to the internalization of thoughts (Long, 2000) . Numerous studies have illustrated that when the realism is suspended, it on land. The 1975 experiment demonstrated that when learning occurs in a realistic environment related to work, learning is retained and reproduced; simulation works best when 'microworlds' are created related to the learner's work place. Therefore, the more realistic the environment is to the learner's own area of work, the more successful the learning will be. This was one of the first reported occasions when it was seen that by learning in a realistic environment enhanced the educational experience. Simulation allows the creation of realistic simulations to allow greater retention of what is learned Learning using simulators needs to occur in a realistic learning environment (Schumith and van der Vleuten, 2003) . Simulation pioneers believe that simulation offers this realism. Gordon and Cooper (2004) explore the concept that simulation sessions can provide 'microworlds' whereby important patient/doctor/nurse interactions can be highlighted, illustrated, explained and replayed. This important concept of simulation mimicking real life is seen as a major strength and is cited by many authors (Schumith and van der Vleuten, 2003; Gordon et al, 2004 (Vandrey and Whitman, 2001; Gordon et al, 2004; Peteani, 2004) . 
Programme for Nursing Curriculum Integration (PNCI™): an introduction

PNCI: an overview The Integration Roadmap
This is organized by the four domains of nursing as identified by the NMC in 2004 Standards of Proficiency of Pre-Registration Education and covers six semesters as shown in Table 1 . Within the six semesters all the European Directives are incorporated (i.e. medicine, surgery, child, maternity, mental health, elderly care and community). The Roadmap is used to assist with the identification of a Simulated Clinical Experience (SCE) that could be used to achieve that learning concept. Within the PNCI there are 90 SCE to choose from which cover all age ranges and locations (e.g. community, hospital, hospice). If a specific SCE is not identified then the remaining SCEs identified in that semester will encompass those domains.
As the curriculum progresses the learner is expected to demonstrate increased knowledge and skill base for the four domains of nursing. Table 2 illustrates this by using the Professional and Ethical Practice Domain as an example.
The Simulated Clinical Experience (SCE)
The Simulated Clinical Experience (SCE) is a tool that allows the lecturer/facilitator to teach multiple learning objectives using simulation. The tool provides a framework that allows the teacher to set up and run the simulator, provide learners with pre-simulation reading, offer teaching questions, suggest minimal behaviours and enhance the evidence base. The SCE can be used for both teaching and assessment. Each SCE is provided in a standard format and includes the following components:
Software scenario name Identification of which pre-configured 'patient' should be applied to the simulation Synopsis of the simulation for faculty with key teaching and learning points 'Patient' background information and history Healthcare provider's orders Simulator set-up and instructor notes Scenario, including minimum behaviors expected and prompts for teaching Questions for learner preparation All evidence based. All the SCEs are evidence based using best practice. The SCEs are provided electronically so that they can be adapted to local variations in practice and/or procedures. The learner's pages may be used on a university intranet to integrate into any established learning packages that may already be in use.
METI 
Summary
The Programme for Nursing Curriculum Integration has been designed to assist in the integration of human patient simulation throughout the pre-registration nursing curriculum. The PNCI along with the METI family of simulators allows faculties of health and social care to easily and effectively develop an evidence-based simulation curriculum to prepare nurses for caring in the 21st century and beyond.
